Invited commentary  by Bismuth, Jean
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Volume 54, Number 2 Bismuth 325more than a single cut at a time, we do feel that it may turn out to
be a better predictor of aortic remodeling. Again, we are still
collecting data at this time, and perhaps with a larger study sample
with longer follow-up, we will be able to address your question
more accurately.
Dr Mitchell. Question two: Unlike EVAR, where type II
endoleaks may contribute to aneurysm sac enlargement and rup-
ture, have you seen false lumen expansion from patent intercostal
arteries which have resulted in continued false lumen?
Dr Kim.No, not in this study. We had two patients with type
II endoleaks but none of them were clinically significant requiring
intervention. The size of our cohort with type II endoleaks is too
small to definitely say that type II endoleaks in acute dissection
population is clinically insignificant, however.
DrMitchell.Question 3: You note no instances of paraplegia
in your series, and I noticed that at least one repair extended all the
way down to the celiac axis. Early in our experience, we noted a
case of paraplegia when we used a 20-cm-long thoracic endograft.
Since then, we have been meticulous to limiting our stent graft
length to 10 cm, or at least never extending below T8. Do you
share the same concerns about long stent graft coverage and the
incidence of paraplegia?
DrKim.No. Earlier in our institutional practice, we strived to
just cover the most proximal intimomedial tear and stay more
proximal because of the concern for paraplegia. We have had 8
cases of paraplegia, 7 in thoracic aortic aneurysm (TAA) and only 1
in thoracic aortic dissection (TAD) with a large aneurysmal com-
ponent. In addition, early in our experience we did not use
cerebrospinal fluid (CSF) drainage, but now with a selective use,
we have had only one case of paraplegia across all our thoracic
endovascular aneurysm (TEVAR) cases in the last 3 years. Thoracic
aortic dissection seems more tolerant of paraplegia. and this has
been also supported by the EUROSTARRegistry data.We now try
to stent as much distally as possible to improve false lumen regres-
sion and also to reduce distal reperfusion.
Dr Mitchell. Question 4: I noted that three patients devel-
oped retrograde type A dissections in your series, a complication
that we have not experienced. Do you know if all these patients had
proximal uncovered stents protruding into the arch and whether
the proximal fixation was ballooned at the time of implantation?Dr Kim.We had two, not three, patients with retrograde type
A dissections (RAAD). Yes, all had proximal stents with open wire o
poor outcome), that they would essentially have 0% paraplegia.
Persistent false lumen patency is associated with continued
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monfiguration as they are all Medtronic devices used off-label as a
ingle-center Food and Drug Administration-approved investiga-
ional device exemption. According to world literature, the average
ncidence of RAAD is 2% and occurs across all devices. The
ncidence of RAAD even with open repair is 1% to 2% according to
ardiothoracic literature. This illustrates that the incidence of
AAD is independent of proximal configuration of the stent graft,
ore likely due to having “fragile aorta.” It may also be related to
ow the device deploys. We are hoping that tip capture devices
urrently in trials may mitigate this issue as contact at the leading
dge appears to be gentler.
The proximal fixation was not ballooned. Due to our reliance
n stent and graft vessel apposition based on intravascular ultra-
ound (IVUS), our practice has been to avoid ballooning of the
roximal covered stents, we rarely balloon the proximal stent graft
n thoracic aortic dissection. If type I endoleaks are encountered
ntraoperatively, we are more apt to deploy a proximal extension to
chieve a longer seal zone if possible, if that is not an option then
e will balloon in the covered part of the proximal stent graft.
iterature seems to suggest that ballooning may be associated with
AAD
Dr Mitchell. Question 5: Finally, I note one patient with
arfan’s syndrome in your series. We have treated two such
atients emergently in our own series, but had planned subsequent
pen repair 6-8 weeks later, after the patients had recovered from
his initial insult. Have you reoperated on this patient, and, if not,
as the stent graft performed well?
Dr Kim. No, this patient underwent TEVAR in 2005 and as
f today he hasn’t required any type of reintervention.We have had
deaths following TEVAR in Marfan syndrome (MFS) patients:
ne retro/antegrade dissection and one death of an unknown
ause at home. The concept of using TEVAR as a bridge and
eturning electively for amore permanent fix is still controversial. It
s big undertaking and should be done in experienced centers.
here is not enough data to show that all MFS will require open
epair later time. Our institutional experience with MFS is small
ut they have been followed per surveillance protocol and were
ubject to reintervention based on the same criteria applied to all
ther patients. Thank you for your comments.DrMitchell. I would like to thank the Society for the privilege
f discussing this interesting article.INVITED COMMENTARYJean Bismuth, MD, Houston, Tex
This is a well-written article by an experienced group with a
relatively large number of patients treated for complicated acute
type B aortic dissections. The International Registry of Acute
Dissection published data noting an in-hospital mortality of
13% for all patients with acute type B dissection, with branch
vessel involvement or malperfusion being an independent pre-
dictor of early death. An open surgical repair carries a mortality
risk of at least 30%1; consequently, endovascular repair has
become a very attractive option. Feezor et al2 reported their
experience with thoracic endovascular aortic repair for 33 pa-
tients with acute complicated type B dissection. The 30-day
in-hospital mortality for their group was 21%, with 15% having
permanent spinal cord complications, 12% having renal failure
requiring dialysis, and a 12% incidence of stroke. Clearly, most
published results are far better than this,3 and the results of this
manuscript reflect this as well. Nevertheless, I find very surpris-
ing and not in line with published results, that with the authors’
technique of extensive aortic coverage to the celiac artery, lack
of spinal protection, and 78% of patients being American Soci-
ety of Anesthesiologists IV or V (an independent risk factor forortic expansion and seen in about 50% of proximally stented
atients. Computed tomography (CT) imaging does not reli-
bly identify re-entry tears and, as such, extensive coverage may
ot necessarily provide better long-term results if there are distal
ears. The provisional extension to induce complete attachment
PETTICOAT) concept may perform better if extensive appo-
ition of the dissection flap is required. Finally, the authors
onclude that the volumetric analysis of true and false lumens
sing 3D CT is effective; however, there may be a potential flaw
n their imaging technique. They perform CT images that are
ot electrocardiographically gated or dynamic; consequently,
hey can only get a time-averaged volume of the true and false
umens. We have published on dynamic aspects of aortic dissec-
ions4-8 and find a variation in the true/false lumen of up to 20%
o 50% throughout the cardiac cycle. Additionally, the benefit of
ynamic imaging goes beyond simple appreciation of a septum,
ut rather fundamentally how that septum acts (mobility). We
ave found that a septum may by age be categorized as acute,
ut act more chronic with a rigid septum. This has potential
mplications for the therapy. Finally, I think knowing the volu-
etric analysis for a case control group being managed medi-
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the management paradigm.
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